entitled: "The Treatment of Himorrhoids and Rectal Prolapse by Interstitial Injections." He thought well of the method and suggested that we should try it. Dudley Wright recommended a technique which we followed for a while but modified later. The solution employed was a mixture of carbolic acid in equal parts of liquid extract of hamamelis and water in such proportions as to give a 10% concelntration of carbolic acid. This worked well, but there is one slight objection to its use, namely, that the carbolic acid does not go into true solution, but is suspended through the liquid in the form of minute globules. On this account we changed over to the fluid, first used I believe by Mr. Swinford Edwards, which consists of one part of carbolic acid, two of glycerine, and two of distilled water, giving a 20% concentration of carbolic acid. The distribution of the acid is uniform and the action more effective. We began by using the straight tubular speculum recommended by Dudley Wright, into the end of which the piles ca.n be seen prolapsing after withdrawal of the obturator. To my mind this speculum has three objections to its use. Firstly, it is difficult always to determine with certainty whether any piles are present, as the mucous membrane of a normal anal canal prolapses into the end of the speculum in a way very similar to that in which the piles do themselves. Secondly, on attempting to inject the pile, its surface is apt to slip away from the point of the needle and it is difficult to control the depth to which the needle will go. Thirdly, it is not easy to estimate the size of the pile. To these last objections I attach some weight. It is important to know how far the needle is penetrating, for too deep an injection is responsible for most of the cases in which severe pain occurs after treatment, while the profuse haomorrhage which has been described as resulting from this method is due to over-estimating the amount of fluid which a pile can accommodate with safety. Obviously if too much fluid is injected, sloughing is likely to occur, possibly accompanied by secondary haemorrhage.
Mr. W. S. PerrinI: My attention was first directed to the injection method of treating piles ten years ago by Mr. H. S. Souttar, who had come across a paper by Dudley Wright entitled: "The Treatment of Himorrhoids and Rectal Prolapse by Interstitial Injections." He thought well of the method and suggested that we should try it. Dudley Wright recommended a technique which we followed for a while but modified later. The solution employed was a mixture of carbolic acid in equal parts of liquid extract of hamamelis and water in such proportions as to give a 10% concelntration of carbolic acid. This worked well, but there is one slight objection to its use, namely, that the carbolic acid does not go into true solution, but is suspended through the liquid in the form of minute globules. On this account we changed over to the fluid, first used I believe by Mr. Swinford Edwards, which consists of one part of carbolic acid, two of glycerine, and two of distilled water, giving a 20% concentration of carbolic acid. The distribution of the acid is uniform and the action more effective. We began by using the straight tubular speculum recommended by Dudley Wright, into the end of which the piles ca.n be seen prolapsing after withdrawal of the obturator. To my mind this speculum has three objections to its use. Firstly, it is difficult always to determine with certainty whether any piles are present, as the mucous membrane of a normal anal canal prolapses into the end of the speculum in a way very similar to that in which the piles do themselves. Secondly, on attempting to inject the pile, its surface is apt to slip away from the point of the needle and it is difficult to control the depth to which the needle will go. Thirdly, it is not easy to estimate the size of the pile. To these last objections I attach some weight. It is important to know how far the needle is penetrating, for too deep an injection is responsible for most of the cases in which severe pain occurs after treatment, while the profuse haomorrhage which has been described as resulting from this method is due to over-estimating the amount of fluid which a pile can accommodate with safety. Obviously if too much fluid is injected, sloughing is likely to occur, possibly accompanied by secondary haemorrhage.
On these grounds the type of speculum employed was changed and Allingham's speculum with a lateral slit extending for its whole length was substituted. This speculum required one small alteration, namely, limiting the lateral slit to the distal two-thirds of the instrument; otherwise the mucous membrane-covered portion of the pile is apt to be obscured by the lower portion which is covered by skin. It is essential that any injection of carbolic acid into a pile should be made through the surface covered by mucous membrane and this is rendered difficult by using the speculum in its original form. Using the solution described above and this modified form of Allingham's speculum, I have obtained very satisfactory results during the last nine years.
The method employed is, briefly, as follows. The patient is placed in the left lateral position and the speculum inserted three times, to explore firstly, the right anterior quadrant, secondly, the right posterior quadrant, and lastly, the left lateral half of the anal canal. In this way the presence of any piles can be demonstrated and the volume of the pile masses accurately estimated. The reason for inserting the speculum in these three positions is furnished in an admirable article by Mr. Ernest Miles, entitled "Observations upon Internal Piles," in Surgery Gynecology and Obstetrics, 1919, xxix, 497 . It gives a description of the life history and anatomy of the internal pile which should be read by everybody interested in this subject. The author points out that internal piles are distributed in the three positions just described, owing to the following peculiarity in the blood-supply of the anal canal:-The superior hemorrhoidal artery divides into two branches, right and left. The right branch subdivides into two, one of which supplies the right anterior while the second supplies the right posterior quadrant of the anal canal. The left branch supplies the left lateral aspect. He also describes two subsidiary branches from both the right posterior and the left lateral arteries. Mr. Miles says-a statement which I have found to be true-that in consequence of this arrangement, the maximum number of piles which can be developed are three primary, four secondary, and possibly one other.
The primary piles constitute the main bulk of the pile masses in the right anterior, right posterior, and left lateral aspects of the anal canal. The secondary piles are small and are either continuous with-or in close apposition to-the primary piles in their lower halves. The right anterior pile is of course single.
Thus, by inserting the speculum in these three positions, all the information which the operator needs about the position and size of the pile masses can be obtained. This being determined, I inject the two largest masses at the first sitting. The needle is inserted for about a quarter of an inch and two to ten minims injected according to the size of the pile. A week later the third pile mass is injected. Still a week later the two pile masses first attacked are injected again. The process is continued at the same intervals, until in the opinion of the operater as good a result as possible has been obtained. I have not found it advisable to inject any one pile oftener than once a fortnight, as after injection of the piles there is considerable distension, which only subsides after about fourteen days, and too massive an injection is liable to produce sloughing and hbemorrbage. An average severe case requires about six sittings, i.e., three injections into each pile mass.
I now wish to speak of the type of pile which is best adapted for this form of treatment and the forecast which can be made as to the chances of cure in any given case. Once more I want to refer to Mr. Miles's paper, giving a short, but I hope accurate, account of what he says on the life history of the pile, for it is largely upon the stage reached in development that succ3ss depends. Mr. Miles classifies piles as passing through a primary, an intermediate, and a final stage. A primary pile consists of a flap of mucous membrane containing areolar tissue and a plexus of blood-vessels formed by arteries, veins and capillaries. It is easily compressible, and rarely produces any symptoms but bleeding at an action, though it may be long enough to prolapse through the sphincter and become strangulated. In the intermediate stage the pile protrudes at defaecation, and either goes back of its own accord or is readily replaced after the act. Its structure has changed, the mucous membrane has thickened, its composition is more fibrous, and it bleeds less frequently. In the final stage the pile prolapses on any slight exertion.
The appearance of a pile, when viewed through the lateral slit of Allingham's speculum, is as follows: In the primary stage the pile appears as an elongated pink ridge limited below by Hilton's line-a transverse white line about one-twelfth of an inch in width. Below this the skin of the anal margin bulges. In tbe intermediate stage a very different picture is to be seen. Hilton's line is raised from the subjacent wall of the anal canal, and the red mucous membrane-covered surface of the pile is no longer separated from the skin-covered anal margin by a deep groove. In the final stage the same picture is to be seen, but in an exaggerated form. The efficacy of the injection treatment depends on two separate effects produced by the carbolic acid, firstly thrombosis of the blood-vessels preventing bleeding, and secondly an aseptic fibrosis of the areolar tissue which constitutes much of the structure of a pile. This fibrosis produces shrinkage and, in a mild case, a complete flattening out of the pile against the gut wall. Both the number of piles present and the stage of development reached by each are important factors in estimating the chances of cure. The number of piles is important, for if, say, only three are present out of a possible maxim of eight, there is always the likelihood that the remaining five will develop later. The stage of development is equally important, for in view of the action of the carbolic acid, it is obvious that the more nearly a pile has progressed towards the final stage, the less is the prospect of cure.
What is the prospect of cure by the injection treatment in each of these three stages of development, using the term "cure" in its proper sense, that is, a guarantee of immunity from symptoms for the rest of life? In my opinion in no one of these stages can a cure be promised safely, for while in the primary stage it is possible to cause such shrinkage of a pile that it may be regarded with fairness as destroyed, there is no guarantee that fresh piles will not appear in the future, and it must be most unusual for all the possible piles which may be developed to be in the primary stage. I personally have never seen such a case. The best prognosis that can be given, when only first stage piles are present, is that immunity will last up to ten years, but that ultimately a recurrence of symptoms is to be expected. However, this type of pile most certainly should be treated by injection. Injection is just as effective as operation, and obviously is to be preferred on every ground. A still shorter period of immunity is to be anticipated if a pile is in the intermediate stage. The pile is already fibrotic and the injection method therefore is robbed of half its value, as it can only do what already has been done partially by the lapse of time. It is possible to thrombose the vessels, which are still patent, and to render fibrotic those portions of the substance of the pile which are not already so, but whatever may be done by effecting further fibrosis, a redundant flap of thickened mucous membrane and skin remains, which, in the course of time is likely to increase in size and again protrude. However, among my cases I have many with six or seven years' immunity from symptoms. Obviously prognosis should be guarded. As far as a pile in the final stage is concerned, if the patient's condition permits, operation should be recommended unhesitatingly. In a typical case a long history of trouble is present, and three large fibrotic masses, which protrude on slight provocation, will be found. This means that the patient probably has developed all the piles possible. A clearance of these by operation may be expected with reason to confer immunity for the rest of his days. Operation in this kind of patient is the treatment of choice. At the same time it may be urged with fairness in support of the injection method, that a considerable measure of temporary relief can be obtained, and injection may be offered, quite justifiably, if extreme age or any general constitutional disability render operation inadvisable.
Broadly speaking, with certain obvious reservations, advice as to whether treatment should be by operation or by injection can be crystallized as follows. Piles in the primary stage should be injected always, in the intermediate stage sometimes, in the final stage never. Cure in its proper sense never can be guaranteed, but alleviation of symptoms for an indeterminate time, always.
What are the objections to the injection method as described above ? Looking through my records at the London Hospital I find that during the last eight years 820 patients have been treated, but of complications worthy of the name there are none. Sepsis and severe bleeding have been absent. Not infrequently there have been complaints of pain, the degree-depending very much on the mentality of the patient. It is true that hospital records, unless patients are carefully traced, are unsatisfactory, for if a patient is displeased with an institution be usually goes elsewhere. A less numerous series of patients, but not inconsiderable from the statistical point of view, has been treated by me privately. With these I have kept in touch and the results confirm the hospital findings. Finally, if one injects too little rather than too much and promises too little rather than too much, the above method can be recommended as both safe and satisfactory. Mr. W. B. Gabriel, M.S.: (A) Selection of cases.-I find, for practical purposes, that cases fall into three groups:
(1) The group that can certainly be cured easily and efficiently by a few high carbolic injections. This group comprises the simple, uncomplicated internal piles, which are soft and reducible, and present no tendency to eversion of the anal canal.
(2) The group that most certainly should not be treated by injection in this group are the fibrous piles and polypi, and cases of enormous prolapsing piles. I would also refer particularly to the intero-external type of pile: this is the internal pile which, in prolapsing, pushes the lining of the anal canal down with it and presents as a compound pile covered partly by columnar epithelium and partly by squamous epithelium. This type is especially unfavourable for injection. Another contra-indication to injection is the presence of an anal fissure with spasm of the sphincter. I make it a rule in such cases that the fissure must be cured before beginning a course of injection treatment. If the fissure is a chronic indurated one, operation must be undertaken for cure of both fissure and haemorrhoids together. Other complicating conditions, such as large external tags, fistulae, tumours, etc., are obvious contra-indications to the injection treatment.
(3) The third group is that in which one finds a ring of small vascular piles, with a generally congested condition of the mucous membrane of the rectum and anal canal, perhaps with some degree of proctitis. The condition is commonly found in the plethoric type of individual, the subject of hepatic congestion. This type is not ideal for injection, nor entirely suitable, or perhaps advanced enough, for operative treatment. In such a case it is better, I think, to order some form of palliative treatment, and to review the condition after a suitable interval, rather than to begin injection treatment at once and run the risk of having to abandon it later.
(B) The technique of injection.-After using for nine years what I may call the " old " solution of 20% phenol in glycerine and water, I began in May, 1929, to make trial of the "new" solution of 5% phenol in almond oil. It was soon apparent that dramatic results were obtained. The sclerosis produced by high injections of this solution was just as efficient in controlling the bleeding from vascular piles, and the resulting fixation of mucous membrane was much better than that obtained by the 20% solution.
The method consists in submucous injection above the actual hamorrhoid, of a sufficient bulk of the oily carbolic solution to produce quite a large and somewhat pale swelling. A long speculum and needle are necessary. The actual amount of the solution injected is usually about 3 c.c. If the mucosa is very lax, 5 or 6 c.c. may be injected in one quadrant through two punctures, rarely more. The result of such an injection is to produce a localized thrombosis which is very much larger in superficial area than that ever obtained by the old technique; the low-grade inflammation which accompanies this process is quite painless. A week later a firm leathery induration is felt in the quadrant injected, often extending up as high as the finger can reach. Prolapse and bleeding from a pile in that particular quadrant show very rapid improvement and often do not occur again after the injection. The induration from one good injection lasts for months, and I have on several occasions been able to detect a very palpable thickening high up in the rectum, from four to six months after the last injection. An efficient injection in any one quadrant seldom has to be repeated. The induration in fact is often so marked that one finds it quite difficult to insert a needle under the mucous membrane, and I find it helpful in deciding if a second injection is needed in any quadrant to palpate the region through a speculum with a blunt probe. If the mucous membrane feels firm and does not ruck up, a further injection should not be given; if, however, the mucous membrane feels soft and loose below the site of a previous injection, a further small injection of 1 or 2 c.c. may be given. I should say that a large proportion of the patients I take on for injection treatment need only three or four injections at weekly intervals, and there are many whose trouble arose from a single pile who have been put right by a single treatment. I can strongly advocate the use of this solution and this technique: I consider the oily solution marks a definite advance in efficiency and safety.
(C) The scope of the treatment. It will be seen that about 75% of the total have been treated by the injection method. The series has been free from any serious complications. There have only been two cases of slight localized superficial ulceration, both of these being re-injections into sclerosed tissue; this should be avoided. Although I cannot state what percentage of these have been cured, I can say that the majority continued under my observation until they were free from symptoms and examination showed a satisfactory sclerosis.
The small number of cases-(21)-in which injection treatment has failed and operation has ultimately been required, will also be noted. These were, for the most part, cases of intero-external piles for which injection was tried first as a tentative measure but proved inadequate in relieving the condition.
It cannot be doubted that injection treatment means a saving of hospital beds for more urgent cases and also a saving of the patient's time.
(2) Relief of prolapse by injection.-An adequate high injection of 5% phenol in oil will produce a sclerosis which will not only stop bleeding but will drag up a soft prolapsing pile of very considerable extent. A further point is that if a single prolapsed pile is seen, perhaps in an early stage of strangulation, it is safe to inject it high up after reducing it inside the rectum; a firm pad of wool and a bandage should then be applied.
(3) Injections of thrombosed internal ]piles after palliative treatment.-The injection method is of great value as the final treatment in cases of prolapsed, thrombosed and septic internal piles. Instead of operating upon these patients, with the risk of producing a post-operative ulceration, they should, in my opinion, be treated on expectant lines by baths, irrigations and antiseptic compresses. An appalling mass of piles will subside and final resolution can be obtained by a few high carbolic injections.
(4) Difficulty of injections in women.-The injection of piles is more difficult and relapse more common in women than in men; in fact I have not so often seen the dramatically good results in women as in men. The difficulty in women may be due to the fact that they tend to have the intero-external type of pile, or it may be due to pelvic congestion, uterine enlargements or retroversion (hence the common perineal pile in women), chronic constipation and the frequent inability of the sex to get efficient bowel actions without a severe amount of straining. There is the plethoric type of female seen during the active period of child-bearing, whose piles, in my opinion, are best treated on palliative lines if possible. Injections in such cases may only prove a disappointment and should never be begun without clear indications that good will result.
In conclusion, there is no doubt in my mind that the immediate results of this injection method are extremely good, both in relief of symptoms (bleeding, prolapse, and sometimes discharge) and in actual visible improvement as shown by proctoscopy.
Whether the results will be as permanent as those after operation, time will show. We all know that hauenorrhoid cases do sometimes recur after operation. There will doubtless be an occasional case of relapse also after injection. The sclerosis produced by the 5% solution of phenol in oil is, however, extraordinarily firm and lasting, and the method appeals to me as being sensible, practical and efficient. My belief is that if this inethod is applied carefully and with good judgment to the right cases, by the giving of adequate doses at the correct level and depth, the treatment will be recognized as valuable and proper, with a more extended range of usefulness than that ever afforded by the older methods.
Mr. E. T. C. Milligan: Dr. Cuthbert Dukes and the late Graeme Anderson in 1924 described the pathological changes that resulted in heemorrhoids from the injection of 10% phenol in glycerine. It was thought then that pathological changes seen under the microscope might easily be influenced by the trauma in the dissection of the haemorrhoid. Reference to the account of their work will show that in the first and second day after injection the sectioned piles showed intravasation of blood as a feature. Moreover, difficulty in localizing the actual site of the injected solution was experienced.
To confirm this work, to eliminate the effect of local trauma, and to identify the site of the injection, the following method was adopted: 20% phenol in glycerine, the solution then in use, was employed, and lamp-black, sugge3ted hy Dr. Dukes, was added. This marked the site of injection, was innocuous, and associated the pathological changes with the site of injection. To avoid the effects of local injury the heamorrhoids of patients who were to have their rectums removed for carcinoma were injected. As no discomfort or pain followed careful injection, one was justified in adopting this technique in view of its advantages, for, in the removal of the rectum, the pile-bearing area was untouched by the subsequent surgical manipulations. Up till now, for the work is still in progress, six specimens have been examined. We have a series of hemorrhoids sectioned and examined by Dr. Dukes, one day, two days, six days, seven days and thirteen days after injection. In the present series the early and late changes produced by the submucous injection of 20% carbolic acid into the piles are shown microscopically.
The site of injection is marked by the deposit of lamp-black, which appears in the cell spaces and lymphatics of the submucous layer between the mucous membrane covering the pile and the subjacent muscle. It should be noted that the injection is interstitial and not intravascular, for a study of the sections will show that even if the point of the needle happened to enter the lumen of a frail hTemorrhoidal vessel it would rupture this with the amount of fluid injected and the injected substance would diffuse through the tissues. The lamp-black method nmay shed some light on the oft-noted clinical fact that sometimes-because of leakage of injected material, pre-existing fibrous changes, or other factors-no satisfactory reaction occurs in a pile after injection.
The early pathological changes noted on the first and second day are (1) Outpouring of leucocytes into the loose submucous tissue between mucous membrane and muscle, producing an area of a closely packed collection of polymorphs and mononuclear cells. (2) Dilatation of blood-vessels which are distended with red blood-corpuscles, the white corpuscles being peripheral-the so-called " margination of leucocytes." (3) Intercellular spaces are large and distended, due, no doubt, to outpoured plasma producing an oedematous condition.
These combined tissue and blood inflammatory changes produce loss of elasticity in the tissues, so that a pile, soft before injection, is now felt as a swollen indurated vertical ridge, extending from the upper part of the anal canal, perhaps 1 in. to 11 in. upwards in the anterior wall of the rectum.
The later changes are shown in the blood-vessels. Thrombosis has occurred and branching endothelial cells are seen spreading from the periphery and wall of the vessel into and organizing the blood-clot. Such changes explain the excellent results from the injection treatment of bleeding piles. I think it will be admitted that phenol injection can always be relied upon to arrest bleeding from piles.
Clinically, the desired changes in a successfully injected pile are two: (1) Induration of the pile itself.
(2) Attachment of the indurated pile to the subjacent muscle.
The first change abolishes hemorrhage-the second, which is less easy to obtain, prevents prolapse. Induration can be detected with the examining finger, or by the point of the injection needle, a very valuable method. These changes take place under an intact mucous membrane, for the small puncture wound closes immediately. If, however, the carbolic solutions are too strong, as with the first used 40%, or if excessive quantities of the 20%, 15%, 10%, or even the 5% in vegetable oil, are injected, necrosis of tissue, but no abscess formation will result, and an ulcer extending down to the muscle will be produced and take three to four weeks to heal, but always does heal satisfactorily. The site of injection.-An ulcer almost invariably follows the injection of the usual dose of 20% carbolic in glycerine into the submucosa of the rectum above the pile. If this solution is used it should be injected into the hwmorrhoid mas3. If 5% of phenol and oil is injected into the submucosa of the rectum a localized induration is produced, and the pile below, if not also injected, will often remain vascular and prolapsing. If the pile is injected at its lower part discomfort and pain will arise, as it is approaching the sensitive area of the anal canal. Ulcers in this locality are very painful.
The advantage of injection into the upper part or ' root " of the pile is that here it is insensitive, that it is easy to "hit off " the submucous layer, that the injected fluid, 3 c.c., a large amount, can easily spread over a large area in the loose submucous layer of the pile and cause changes in and around the vessels entering and the pile itself. To speak of submucous injection as something different from injection into the pile is misleading, for the pile itself is due to vessels in the submucous layer.
The exposure of the three primary piles which can be injected at one sitting with 3 c.c. phenol in oil (5%) into each, is the only part of the process requiring special skill. A proctoscope sufficiently long to enter the rectum is used. The knee-chest position is adopted, but the essential factor is that in-rushing air shall distend the rectum and smooth out the mucous membrane successfully. If this is not accomplished rectal mucosa will prolapse into the lumen of the proctoscope; the beginning of the ana.l canal and rectum (the ano-rectal line) cannot then be localized, and the three primary piles (right anterior and two lateral) cannot be identified at their upper part, where thev are covered with paler pink mucous membrane. Suitable rotation of the proctoscope fixes and defines each pile in turn for injection.
The ano-rectal line or ring mentioned above is a most important landmark in all rectal surgery. By the trained examining finger it can easily be felt through the mucous membrane as a circular muscle band representing the upper limit of the internal sphincter and the sphincter portion of the levator ani.
It can be seen through the proctoscope when it is withdrawn from the airdistended rectum, as a ring closing in round the lumen of the receding instrument -0 .1.as it enters the upper part of the anal canal. It is at or just above this landmark that the 5% phenol should be injected into the "root" of the pile.
The injection solutions.-For six years I have used 10% carbolic in glycerine, 7-15 mm. being injected into each of the three primary piles. Because of failure to produce induration and relief of prolapse in certain cases, stronger solutions, 15%, then 20%, were employed in 7 to 10 mm. quantities.
For three years 20% of solution was the routine injection, and from fifteen to twenty piles were injected at each session. This solution produces results as good as, if not better, than those from any other carbolic solution, but in certain cases severe reactions were set up, with pain, ulceration and subsequent haemorrhage.
This was attributed to an unstable solution of phenol in glycerine-indeed, while some solutions were satisfactory, others were all too potent.
For about two years now we have employed 5% of solution of phenol in vegetable oil-olive or almond oil. My first impression was that it did not produce the desired results as quickly as 20% carbolic acid in glycerine; however, it had two distinct advantages which have encouraged me to use it as the routine injection for suitable piles. Ulceration is rare but has occurred after injection of 3 c.c. of the 5% solution. Heemorrhage and pain as complications have not been seen. Discomfort sometimes occurs.
There are distinct advantages in the injections of large quantities now permitted by this weaker solution. The pile can be more fully distended with safety and submucous diffusion is greater than with the few minims of the carbolic in glycerine solution. It can be injected higher in the rectum without danger. These special features appear to make it more suitable than other solutions for the injection treatment of prolapse of the rectum.
Conclusions.-(1) Pile injection solutions produce an aseptic inflammation, and at times, necrosis with ulceration. 5% solution of phenol in almond oil, while relieving symptoms of piles like 20% carbolic in glycerine, is less likely to produce ulceration with subsequent pain and haemorrhage.
(2) Bleeding without prolapse, and slight prolapse with defeecation can be relieved by injection, and should not be subjected to operation.
(3) Severe degrees of prolapse of large piles, such as prolapse independent of defecation, is less likely but sometimes can be relieved, but relapse is more likely after injection.
(4) Complicated piles should not be injected. Sir Charles Gordon-Watson said that in spite of having been urged by his colleagues to use the 5% phenol in oil for injection, he had not used it as yet; he got on so well with the old carbolic and glycerine injection. The strength he was using was neither 10% nor 20%, but 15%, and he seldom found that more than three injections were needed to get rid of a pile.
He admitted that complications sometimes followed the injection treatment.
Mr. Perrin's treatment seemed to be much the same as his own, and yet he was struck by Mr. Perrin claiming not to have seen a complication in his 820 cases. The result of using a little too much fluid might be considerable pain, sloughing, and perhaps haemorrhage. He (the speaker) had seen both serious sepsis and haemorrhage in cases which had been dealt 'with by the inexperienced. With regard to forms of specula, Mr. Perrin seemed to have discarded the ordinary straightforward Kelly speculum, yet it was very efficient. He (the speaker) did not want anything with holes down the side. If the tenaculum forcesS invented by Graeme Anderson were used, fancy specula were unnecessary.
Mr. A. S. Morley said he had been working at this subject for many years, and Ot first there had been very great hostility to the treatment of htemorrhoids by injection. But surgeons now seemed to be becoming almost unanimously in favour of it. At the beginning of the European War he found that haemorrhoid cases were numerous, and that it was impossible to get patients admitted speedily for operation. It was owing to these facts that he was led to try treatment by means of injection. From the first he had been amazed at the successful results of this treatment.
For many years he had used the 20% solution of carbolic in glycerine and water, and so far as results were concerned, he had every reason to be satisfied with this solution. Occasionally, however, there were serious complications in the shape of severe secondary hamorrhage or acute pain. These complications were comparatively rare, and his statistics showed that secondary hamorrhage occurred only about once in 200 cases. It was in view of these complications that he searched for a better injection solution, and ultimately found that in America Drs. Blanchard and Albright were using 5% carbolic in Wesson oil, which was possibly identical with cotton-seed oil. He (Mr. Morley), however, had substituted almond oil for this oil. Provided that it was not too thick, any vegetable oil would do. The results of treatment by this method had been altogether satisfactory. The oil should be injected under the mucosa, and it was important that it should be injected sufficiently high-as far up as there was any abnormally loose mucous membrane. With regard to the speculum used, the Americans use a slotted speculum known as Brinkerhof's. He (the speaker) had found, however, that such instruments pushed the anal skin and other structures in front of them, and that the view of the interior afforded through the slit was too restricted. Formerly he used the ordinary Kelly's tubular speculum, and found it quite satisfactory. More recently, however, he had devised a longer speculum of the Kelly type, one side of which was bevelled off. This was a very convenient instrument, because the longer side of the instrument held off the part of the rectum not being dealt with, whilst the opposite part was reached easily through the shorter bevelled side. The speculum was made with a special 5-shaped handle, which enabled one to rotate the instrument in situt, the special-shaped handle allowing the instrument to be rotated without catching against the nates. The syringe which he used was an all-metal Record syringe with an eccentric nozzle. It was important that the shaft of the special needle used with this syringe should be bent at an angle at its proximal end in order to keep the syringe out of the line of vision, so that one could see the position of the needle without obstruction.
With regard to the posture of the patient, the speaker preferred the knee-elbow position, and in men invariably used this. For women he used the left lateral position. In this position, however, there was not such good distension of the rectum with air, and consequently the mucous membrane was rather apt to sag down at first, and to obstruct the field of vision.
He could not too strongly impress the point that the proper site for injection with phenol and almond oil was in the submucous tissue as high up as there was any loose mucous membrane-if necessary as high as Houston's valves. The effect on the piles of injecting so high up was just as instantaneous as if the injection were made into the pile itself. In the later injections, however, some of the solution was injected into the upper part of the piles themselves, carefully avoiding encroaching below the line of the anal valves. As to quantity, it was not possible to lay down any rule as to the exact amount. Sufficient oil should be injected to produce a definite swelling, and the proper moment at which to cease the injection was when the mucous membrane showed a certain degree of whitening with the surface capillaries standing out clear on the whitened surface. This was what Blanchard had described as the striation sign." It was sometimes necessary to inject as much as 3 to 6 c.c. into one area in order to produce this effect.
With regard to complications, there were occasional cases in which pain was complained of. As a rule this resulted from using too rouch of the oil at one particular site, or injecting too superficially, and thus inducing superficial sloughing or ulceration. In about one case in five hundred the pain was more severe, and was then due, as a rule, to an error in technique, the most common error being the injection of the fluid too low down. With the greatest care in the world this was liable to happen occasionally. If the injections were made below the line of the anal valves pain was certain to occur. With regard to the choice of cases for treatment by means of injection, it was on this point that he was in disagreement with previous speakers. He ventured to say that every case of uncomplicated ha3morrhoids was suitable for treatment by means of injection. He used to believe that the complications which contra-indicated injection treatment were fissure, fistula and fibroid polypi. He was in the habit now of treating cases of piles complicated by fissure by injecting the fissure with " A.B.A.," and at the second consultation removing the sentinel pile, if there were one. After that the fissure usually healed; one could then proceed to inject the haemorrhoids without any unusual pain, the whole of the treatment thus remaining ambulatory.
It was obvious that no treatment by injection would cure fistule or polypi on long stalks, and when these were present an operation was necessary, and in that event any hLemorrhoids which were present might as well be operated upon, in the old-fashioned way, at the same time. The only other class of haemorrhoids unsuitable for treatment by injection were those which had been allowed to become strangulated and gangrenous. In such cases one would be compelled to operate by means of the clamp and cautery.
It had been said that cases with prolapse, which was only reducible with great difficulty, and where the piles came down again immediately, were unsuitable for treatment by means of injection. He had found, however, that even these cases were perfectly suitable. In them it was necessary to reduce the hremorrhoids, to introduce the speculum immediately and to inject them, after which they usually remained up. It was essential, however, in these cases to warn the patients that if the piles did happen to prolapse again they must be reduced at once. In practice he had found that they rarely prolapsed again, even after the very first injection.
With regard to the ultimate results, he had, as yet, no statistics relating to the treatment by means of injection with 5% phenol oil. Some years ago, however, he had written to a series of patients whom he had treated for three years and upwards previously by means of the 20% carbolic-glycerine solution. The replies showed that 83i4% remained free from recurrence at the end of three years and upwards. His impression was that the recurrence rate after the 5% phenol oil method was certainly no higher. No figures were available as to the recurrence rate after operation, but judging by the number of such cases he had seen, there was reason to believe that the recurrence rate after operation was no less than that after injection. It had to be remembered that people did not object to having a second series of injections if necessary, but hesitated very greatly to undergo a second operation for hamorrhoids.
Dr. Kennedy Murphy said he had had a large experience of treatment with selerosing injections. His opinion of its merits had increased, but he now considered its scope more limited. He still thought it the treatment of choice for suitable cases.
(1) What was the effect of the 20% glycerine and carbolic solution, as recommended by his teachers, Mr. Swinford Edwards and Mr. Lockhart-Mummery, which he favoured because of its effectiveness in small dosage (EI iij to lii v) on the pile; how did it bring about cure ? The effect was wholly on the veins of the pile, causing thrombosis and subsequent sclerosis; it did not damage the surrounding normal mucous membrane. He did not see why large doses, as used in the 5% carbolized oil method, should be injected; they not only affected the pile, but also extensively damaged the surrounding mucous membrane.
In his opinion the ideal sclerosing solution was one that should not need to be injected beyond the area of the pile. If excessive reaction then occurred it would usually be confined to this area; with the 5% carbolized oil method, in which 10 c.c. were frequently injected, excessive reaction would cause general proctitis.
(2) With the carbolic and glycerine method sclerosis and contraction of the veins of the pile occurred; in that manner alone, cure-that was to say, disappearance of hemmorrhage and prolapse-was effected. The carbolized oil method affected to obtain cure by getting permanent adherence between the mucous membrane and muscular wall of the bowel. Why try to get this adherence ? If it were brought about the patient would be damaged for life. Certainly there was often a temporary adherence after injection, due to inflammatory exudates, but if examined proctoscopically when the reaction had disappeared-say a month afterwards-the mucous membrane prolapsed into the lumen when the patient coughed. The point of this experiment was that it proved that with solutions involving large dosage, the patient was put to the risk of a generalized proctitis in attempting to achieve something, i.e., adherence, whlich was almost impossible, and which would only be injurious if effected.
The normal rectal mucous membrane was tbick and freely movable on the rectal muscle. It was very important that this power of movement should not be destroyed, as nature obviously intended it to be preserved to facilitate defmcation. This was a strong reason against using large quantities of sclerosing fluids.
(3) Only uncomplicated piles were suitable for injection. An uncomplicated pile, for injection purposes, was one in which the veins were not much sclerosed or thickened, and in which there was very little fibrous tissue. By remembering this definition, most of the successes or failures with injection became explicable. One could not expect a sclerosing solution to get rid of fibrous tissue; on the contrary, the effect of injection was to cause fibrosis. Therefore if one injected piles of long standing which were much fibrosed, one was only injecting a fibrous tumour and increasing the fibrosis. As patients did not usually come for treatment until the condition was of long standing, one met with many fibrous cases which could not be cured by injection although many such might be temporarily alleviated, as some of the vessels in the pile were amenable to injection. If they came in the early, or moderately early, stage the injection would succeed in every case. Injections would not get rid of a fibrous mass in any other part of the body; it was unreasonable to expect them to do so in the rectum; injecting large quantities of 5% carbolized oil to a height even beyond Houston's valves, as recommended, would not help. In the average cases where four or five hBemorrhoids were present, it was his experience that it was one or two hamorrhoids which caused most of the trouble or were alone resistant to injection. The resistant ones should be removed by ligature under local anasthesia and the others injected, the object of this "mixed method" of treatment being to spare the rectal mucous membrane from surgical trauma as far as possible.
Mr. Turner Warwick, comparing the effects of oil and glycerine solutions, said he had tried both. He had originally used glycerine, and had always obtained satisfactory results with it. He had more recently tried almond oil solution, but found that his results were no more satisfactory and he still preferred the small bulk glycerine solution. Mr. Kennedy Murphy was correct in his remark that the nearer the results of a good operation were approached by injection, the better. In piles there were two points to be attacked. One was the pedicle, the other the pile itself.
These could be dealt with either by operation or by injection. Glycerine could be used on both pedicle and pile, but almond oil was only suitable for use on the pedicle. He agreed with Mr. Murphy that one did not want absolute fixation of the mucosa, but at the same time one did want to bring the mucosa and the underlying coats into closer relation than that present in piles of the second and third degree. The glycerine solution effected this without the formation of the large, long-persisting fibrous masses which resulted from the use of the oil solution.
